Objectives: To determine the factors associated with domestic violence against pregnant Palestinian refugee women residing in Lebanon and currently using the United Nation Relief and Work Agency's (UNRWA) primary healthcare services. Methods: This was a cross-sectional study conducted at a polyclinic of primary healthcare of the UNRWA in South Lebanon during the years 2005-2006. The sample was 351 pregnant women who were 15-42 years of age and not accompanied by their husbands or relatives. All women were invited by the midwife to participate in the study during their visit to the clinic for their first checkup or during a follow-up visit. The Abuse Assessment Screen instrument was used to screen for past and recent history of physical and emotional abuse among the participants. Results: Domestic violence was significantly associated with education, gestational age, fear of husband or someone else in the house, and unintended pregnancy. The odds of abuse for women with an elementary or lower education were 6.86 (95% CI 1.2-38.1) and for women with an intermediate or secondary education 6.84 (95% CI 1.4-33.3) compared with women with a university education. The odds of abuse during pregnancy for women whose husbands did not desire their pregnancy were 3.80 (95% CI 1.5-9.7) compared with other women. Conclusions: Domestic violence against women in Lebanon was associated with educational level, gestational age, fear of husband or someone else in the house, and unintended pregnancy.
Introduction

D
omestic violence (DV) against women is a significant public health issue in both developed and developing countries of the world. [1] [2] [3] According to the World Health Organization (WHO), surveys from around the world indicate that approximately 10%-69% of women report being physically assaulted by an intimate male partner at some point in their lives. 4 DV is also considered a violation of human rights and has, therefore, received increased global attention by international organizations and human rights committees during the past two decades. In 1981, the United Nations Committee on the Elimination of Discrimination against Women (CEDAW) affirmed a policy of eliminating any discrimination on the basis of sex that would affect an individual's human rights and fundamental freedoms. 3 In 1993, The World Conference on Human Rights in Vienna declared that violence against women entails a severe violation of rights. 3 Pregnancy does not protect women from violence. 5 This is reflected by the alarming prevalence rates of physical abuse found in the prepregnancy, antepartum, and postpartum periods, demonstrating that all women of reproductive age are at risk for intimate partner violence (IPV). [5] [6] [7] [8] A study reports that the prevalence of IPV in the prepregnancy period reaches 23%-25% but increases to 52% during pregnancy. 9 Studies conducted in developing nations report that between 4% and 29% of all women are abused during pregnancy. [10] [11] [12] A growing body of evidence has linked domestic violence against women to a range of adverse reproductive health outcomes, including nonuse of contraception and unwanted pregnancy, 10, [13] [14] [15] [16] [17] [18] [19] [20] as well as obstetric complications and depressive symptomatology. 19, [21] [22] Despite its increasing global importance, there has been little research on DV against women in the Arab region. 1, 11, [23] [24] [25] A few studies investigated the prevalence of DV and its impacts on health and morbidity in refugee populations 1 or in the Arab family. 23, 25 Studies conducted in neighboring settings (Egypt, Palestine, Tunisia, and Israel) indicated that at least one of three women is beaten by her husband. 2 A previous study on DV against women from poor refugee communities in Lebanon found that 29.5% of husbands and 22% of their wives reported that wife-beating occurred at least once during their marriage. 26 The prevalence of wife-beating in Jordanian refugee camps during a woman's lifetime was 44 .7%. 27 Preliminary descriptive findings from this screening study revealed that DV against pregnant refugee women was common, 59% women had ever experienced physical violence, 19.1% experienced physical violence during the past year, 26.2% were subjected to sexual coercion, 16.8% experienced emotional violence, and 11.4% experienced physical violence during pregnancy. 28 To our knowledge, no study has been conducted to investigate the factors associated with DV against women during pregnancy in the Arab region.
Violence against women is a complex problem that cannot be attributed to a single cause but to a diverse set of factors, including demographic, 4, 9, 29, 30 socioeconomic, 4, 9, [29] [30] and cultural ones. 4, 29, [31] [32] The link between DV against women generally and specifically during pregnancy has been established, and previous research indicates that many of the same factors are salient.
This study aims to investigate common factors associated with DV among pregnant Palestinian refugee women currently using the United Nation Relief Work Agency's (UNRWA) primary healthcare services in Lebanon. Pregnancy provides a unique opportunity to routinely ask screening questions on DV against women, 9, 13, 15 as it is a period when women tend to take greater interest in and responsibility for their own health and have more contact with health professionals.
It is important to consider the context of the study. For nearly 60 years, Palestinian refugees in Lebanon have been living under precarious conditions characterized by economic hardship, patriarchy, and future uncertainty. Conditions in the camps are harsh, and despite large improvements in health and education, camp residents continue to experience relatively high levels of extreme poverty, war-related disabilities, and poor living conditions. They are largely isolated from the rest of Lebanese society; denied participation in national health care, education, and social service programs; and have little access to the formal labor market. The dire living conditions facing women in this unusual context are likely to have a direct bearing on DV, particularly IPV.
Materials and Methods
The research design was cross-sectional and quantitative in nature. The sample was obtained from the polyclinic of the UNRWA in Sidon, South of Lebanon, during a 1-month period ( June 14 to July 14, 2005) . UNRWA provides primary healthcare to refugees through its 25 primary healthcare facilities in Lebanon and is the main provider of prenatal care in both refugee camps and other communities of registered Palestinian refugees there. The setting of this study is located in the middle of the Lebanese city of Sidon. Only Palestinian refugees are allowed to benefit from the provided services.
A cross-sectional survey was used to collect data from pregnant women attending the antenatal healthcare clinic. The first author, who is a trained midwife specialist, invited all women to participate in the study during the women's visits to the healthcare center for their first checkup or during a follow-up visit. Women were approached to participate in the study while waiting to see a doctor or a nurse=midwife specialist. For ethical reasons, including potential retaliation from disclosure, women were interviewed in private. Women who were accompanied by their husbands were not interviewed during the first visits but were asked to participate in the study during subsequent visits when they were alone. Data on demographic and socioeconomic factors were retrieved from clinic health records. All respondents were informed of the objective of the study, and informed consent was obtained verbally prior to interviewing. The study followed WHO ethical guidelines, with particular attention to privacy and safety, 33 and the study protocol was reviewed and approved by a local ethics committee.
Three hundred fifty-one pregnant women were recruited into this study. Only 2 pregnant women did not take part. One of them considered the problem a private matter that should not be discussed outside the family. The other one broke down in tears when approached to participate, and the midwife stopped the interview. The remaining 349 women completed the interview (response rate 99.4%).
The instrument used to measure abuse was derived from the widely used Abuse Assessment Screen (AAS). 19 The AAS was developed by Parker, Ulrich, and the Nursing Research Consortium on Violence and Abuse (1990) . 34 The AAS is a well-validated screening tool used to initially identify and continually assess for IPV and has been used elsewhere as a confidential screening tool. The AAS tool is a 5-item questionnaire with Yes or No options; it takes 45 seconds to complete if all the answers are negative. Any positive answer is considered a woman subjected to abuse. The 5 items include questions on physical, emotional, and sexual violence during three periods: marital lifetime (ever beaten), last year, and current pregnancy. A recent validation study found that using four questions from the AAS instrument successfully identified women experiencing violence in the past year when compared with the 30-item Composite Abuse Scale. 35 The AAS was translated into spoken Arabic, the language of both the respondents and the interviewer. Literal translation of the instrument may reduce its content validity 36 and was, therefore, avoided. A pilot study with 11 pregnant women in similar settings was carried out 1 month before implementation of the main study to assess the Arabic version of the instrument in the target population. The results of the pilot showed that participants were able to answer the questions in the Arabic version of the instrument, and only minor wording changes were needed before fielding the main study.
The outcome variables were women's experience with DV during her lifetime, past year, and current pregnancy. Ever beaten was measured using the following question (1) in the AAS instrument: Have you ever been emotionally or physically abused by your husband or someone related to you? Violence during last year was assessed using the question (2 in AAS): Within the last year, have you been hit, slapped, kicked, or otherwise physically hurt by your husband or someone else? Violence during current pregnancy was captured by using the following question (3 in AAS): Since your pregnancy began, have you been hit, slapped, kicked, or otherwise physically hurt by your husband or someone else? The three dependent items were coded into a binary measure (1 ¼ yes, abused, and 2 ¼ no, not abused).
Possible factors associated with DV during pregnancy included a variety of sociodemographic items, such as the respondents' completed education (elementary level or less, intermediate and secondary level, university level), employment status of the husband and the women (1 ¼ yes or 2 ¼ no), area of residence (refugee camp vs. noncamp area), and age of women (15-24, 25-29, 30-34, 35 years) . Other variables of interest comprised reproductive health-related factors, such as the number of deliveries (parity: coded into primipara or multipara), duration of marriage (1 year or >1 year), gestational weeks at the time of screening classified as (first trimester, second trimester, or third trimester), and desiredness of pregnancy by either the husband or the wife measured using the following questions: Did you desire this pregnancy? Did your husband desire this pregnancy? These were coded into a binary measure (1 ¼ yes, desired this pregnancy, or 2 ¼ no, not desired).
A final variable indicating fear of husband or someone else in the house was measured by the question (4 in the AAS instrument): Are you afraid of your husband or anyone else in this house? The answer was 1 ¼ yes, afraid; 2 ¼ no, not afraid.
The software program SPSS 13.0 for Windows was used for the analysis (SPSS, Chicago, IL). The data were analyzed using descriptive statistics, chi-square test of associations, and logistic regressions. Various interactions between exposure variables were examined to explore possible effects, but none were statistically significant. The multivariate regression models included all relevant variables regardless of their statistical significance at the bivariate level.
Results
As shown in Table 1 , the age of the women who participated in the research ranged from 15 to 42 years (mean 27.9 years), and the average educational level of the total sample was 9.3 years. Only about 10% (9.7%) of the participants were employed, compared with 94.4% of their husbands at the time of the survey. Seventy-one percent of pregnant women resided outside the camp; this reflects the location of the polyclinic. Most of the pregnant women were multipara (52.1%), and 41.3% were in their second trimester of pregnancy. Average age at marriage was 21 years, and 39% of women were married before the age of 20 years. Seventy-five percent of the respondents were married for >1 year, and 68.1% of them desired their pregnancy at the time of the survey compared with 84% of their husbands. Sixteen percent of the respondents reported being afraid of their husband or someone else in the house.
Two hundred seven participants (59%) reported having been abused at any time during their married life, 67 (19.1%) who were abused during the last 12 months and 40 who were abused (11.4%) during the current pregnancy. 27 The mean age of women who had ever been emotionally or physically abused was 28 years, which was slightly higher than those who were abused within the last year (26.25 years) or during pregnancy (25.5 years). Women who had been abused also had a lower level of education on average than the general sample: 8.5 years for those who were subjected to abuse during their lifetime and 7.4 years for those who were abused during pregnancy and last year. Similar to the general sample, about half of pregnant women who were abused during the current pregnancy were primipara (57.5%) and in their second trimester of pregnancy (50%). The average length of marriage of those who experienced violence during pregnancy was 4.8 years (data not shown).
Bivariate associations between DV against women and selected vulnerability factors are presented in Table 2 . As judged by chi-square tests, educational status of women and being afraid of their husband or another person in the house were significantly associated ( p < 0.01) with a history of violence at any point in the woman's life. These same variables were significantly related ( p < 0.01) to exposure to violence in the past year. As for violence during pregnancy, the same variables ( p < 0.01), in addition to the desiredness of the Table 3 shows the results of the adjusted logistic regression models. Educational level and being afraid remained significant factors for lifetime violence, adjusting for age, employment, length of marriage, place of residence, and parity. The odds of lifetime violence for women with elementary or less education were 2.91 (95% CI 1.35-6.34) times more than the odds for women with university degrees. The odds of abuse for respondents who were afraid of their husband or someone else in the house were 5.05 (95% CI 2.26-11.28) times more than the odds for other women.
Educational status and fear of husband or someone else in the house were also associated with violence during the past year. The odds of experiencing abuse during the past year for women who had an elementary educational level or less were 7.57 times (95% CI 1.945-29.54) and for those with an intermediate and secondary level were 7.32 times (95% CI 2.07-25.84) greater than the odds for women with a university education. The odds of past year violence for women who were afraid of their husbands were 2.65 (95% CI 1.34-5.25) times more than the odds for other women. The odds for length of marriage were also marginally significant at 0.43 (95% CI 0.18-0.99) for women married for 1 year compared with other women.
Results indicated that educational status, desiredness of pregnancy, and gestational age remained the main significant factors associated with DV during pregnancy, adjusting for all other variables. The logistic regression model indicated that the odds of abuse during pregnancy for women with an elementary educational level were 6.86 (95% CI 1.24-38.07) times 
Discussion
To our knowledge, this is the first study to assess possible factors associated with DV toward pregnant women in Lebanon and other Arab countries. This study revealed a high prevalence of DV occurring during a woman's lifetime. To date in Arab countries, DV against women has not been considered a public health issue. 2 Furthermore, Palestinian refugees in Lebanon have been considered non-citizen populations and have been largely excluded from participation in Lebanese society, with no access to governmental healthcare, making the study of DV and the needs of pregnant refugee women in this particular context of public concern.
Prevalence rates of abuse found in this study were generally high but are consistent with previous studies. The overall prevalence of DV in the world is between 10% and 69%. 4 According to a WHO multicountry study, 37 the prevalence of physical violence against women ranged from 12.9% in a Japanese city to 61% in a Peruvian province during lifetime and from 3.1% in a Japanese city to 29% in an Ethiopian province during the past year. The estimate of violence during pregnancy was similar to rates reported from China (11.2%) 17 and other estimates from developing countries, which ranged from 10, 12, 38 The WHO multicountry study 37 showed similar rates of violence during pregnancy, ranging from 1% in a Japanese city to 28% in a Peruvian province. The variation in the rates could be due to the definition of violence, research design, and screening instruments used in the studies. In addition, these instruments varied between settings, cultures, and populations. 14, 39 Although the WHO multicountry study 37 used a standard instrument across settings and cultures, it asked ever pregnant women about any abuse during their previous pregnancies. Data from such retrospective questions could suffer from recall bias. There is evidence that the rate of DV toward women could be detected better with the use of a structured screening instrument during the current pregnancy, 15, [39] [40] [41] but the performance and effectiveness of the screening methods are difficult to compare across screening tools. 42 We found strong associations between educational level and DV. In both bivariate and multivariate analysis, educational level outweighed all other variables in its association with the three violence outcomes. Our results were that women who were less educated had higher odds of abuse during their lifetime, last year, and during pregnancy than more educated women. These results are in line with other previous studies. 7, 10, 13, 19, 24, 25, 30, 31, [42] [43] [44] [45] [46] A study of Korean women examining their response to abuse indicated that more educated women had more power to manage their life and better opportunities to participate in supportive life activities outside the home than did less educated women. 47 However, the association between educational level and DV was not significant in some studies conducted in Leon, Nicaragua, and Chinese communities. 17, 38, 48 This study also found a strongly significant association of undesired pregnancy, specifically by the husband, and violence during pregnancy. Considerable literature supports this association. 10, 13, 14, [16] [17] [18] [19] [20] 38, 49, 50 One plausible reason for this association is that women who experience violence and undesired pregnancy live in an environment of patriarchy and male dominance. In addition, undesired pregnancy might be linked to forced intercourse, and women who reported physical violence had an increased rate of undesired pregnancy. 18 However, Pallitto et al. 16 found that unintended pregnancy in the United States was not always a potential risk of DV.
The results of this study showed that fear of husband or someone else in the house was associated with DV during the women's marital life and within the past year but not during pregnancy. This finding may be explained in that pregnant women in an abusive relationship would be more concerned with the progress and the outcome of their pregnancy than the perpetrators of violence. Another plausible explanation is that familial and extrafamilial ties and support for pregnant women change because of the pregnancy, resulting in a reduction of abuse or fear of husbands. It is likely, for example, in this context that the woman's mother or sister may come to stay with her during this period to assist with the pregnancy or with household chores. Husbands may be reluctant to inflict harm on their wives when there are immediate relatives in the house. Women when pregnant may also be able to increase or forge new contacts with others outside the home because of the pregnancy; for example, visits with healthcare providers increase during the prenatal period, providing additional contacts and support to the pregnant woman.
We also found that women had higher odds of abuse during their third and second trimesters compared with the first trimester. This was perhaps because at the third trimester, the pregnancy becomes harder to ignore, especially for husbands who did not want the pregnancy. It may also reflect the women's decreasing ability to perform her usual responsibilities.
Binary regression showed that within the last year and during pregnancy, younger age among pregnant women was associated with increased violence. This finding was consistent with other studies documenting associations between IPV and younger age. 9, 13, 17, 19, 26, [29] [30] [31] 51 Possible explanations could be that younger women are more vulnerable, dependent, lacking agency or autonomy, and more economically dependent on their husband or his family. Also, younger women are married to younger men, who might be more abusive and supportive of violence compared with older men in refugee contexts. 1, 26 Finally, it is possible that younger husbands and wives may be more emotionally unstable, leading to intense marital disagreements. Parity 10, 13, 17, 19, 42 and length of marriage 10, 13, 17, 19, 42 were found to be positively linked with violence in the literature but were not significant for abuse during lifetime and pregnancy in our study. Our findings were in line with those reported by Valladares et al. 38 and Leung et al. 51 These two variables were strongly related to the age of the woman, which may explain the lack of association. Previous literature showed that abuse during pregnancy was associated with low socioeconomic status 7, 10, 14, 17, 20, 25, 31, 43, 44 and unemployment of the husband, 6,17,22,51,52 but our study found no significant association between employment and DV. One plausible explanation of this finding is that the socioeconomic status of the Palestinian refugees in Lebanon has been generally low because of legal restrictions on participation in the formal labor market; Therefore, it may not be a determining factor in DV. Lebanese labor law restricts employment of Palestinian refugees to certain (low-skilled) occupations. Interestingly, living in a refugee camp was not significantly associated with DV during lifetime, within the past year, and during pregnancy. Although previous evidence pertaining to the prevalence of DV by camp residence among Palestinian refugees in Lebanon or elsewhere is lacking, refugee camps are generally more impoverished than other places. However, noncamp residents in our study generally live in low-income neighborhoods with living conditions fairly similar to those in the camps. It is perhaps the social, economic, and ideological characteristics of individuals and families rather than contextual factors (e.g., place of residence) that are associated with DV.
Strengths and limitation of the study
To our knowledge, this study was the first to address the prevalence and correlates of DV among pregnant women in the Arab countries. This study was also the first to use the AAS in detecting and identifying violence rates during pregnancy in a refugee context. Asking about violence during different periods and not only during pregnancy added strength to this study. In addition, this study highlighted 342 HAMMOURY ET AL.
some of the factors associated with violence against women, which will hopefully inform interventions to prevent this problem. This study had several limitations. First, it took place in a single setting and may not be generalizable to other refugee populations in Lebanon or elsewhere. Domestic abuse remains hidden in Arab society, and women who are reluctant to disclose DV may need to be asked repeatedly over time. We know from previous studies conducted elsewhere that women are usually supportive of assessing for DV in a clinical setting, but such support varies by age and violence experience. 53 The potential of underreporting could be expected on such a sensitive topic, especially among the young and those with a long history of abuse. Here, a cross-sectional survey was used to collect the data, limiting our ability to make causal statements about the findings from the study. Furthermore, the study suffers from the usual limitations of routine inquiries, including the potential for selectivity bias, as only women who used antenatal health services were included in the study. Our revision of the AAS instrument could be considered a limitation; the wording of the AAS instrument was modified following a pilot test and consultation with two practitioners familiar with the refugee context of the study. Another major limitation of this study was that no information about the husbands was collected; specifically, the study did not include all known factors associated with DV, such as the husband's alcohol and drug abuse. 4 
Conclusions
This study found that the majority of Palestinian refugee women are subjected to physical or emotional abuse at some point in their lives. Violence against pregnant women among Palestinian refugees in Lebanon was evident. Poor educational level, undesired pregnancy, and fear of husband or someone else in the house were possible factors associated with violence, although the direction of causality cannot be ascertained in a cross-sectional survey. Future studies on DV using a longitudinal study designs over longer periods of time are needed. 54 Studies are also needed to document complications from IPV during pregnancy in this context. Little is known about the impact of abuse on children, including their health, behavior, and cognitive development, in countries of the Middle East region. Furthermore, studies of the dynamics of violence and abuse in the home using a variety of research methodology are lacking; hence, we know very little about the extent of mutual abuse by husbands and wives. Finally, existing studies have been limited to women respondents, neglecting the larger patriarchal context in which abuse occurs, including studies of contextual socioeconomic and political factors impacting violence as well as of the healthcare system.
This study sheds some light on some important aspects of clinical practice and policy development. Simple instruments, such as the AAS, with direct questioning on abuse may be effective in detecting cases of abuse; 35 a recent randomized trial found no statistically significant difference in prevalence for different methods or instruments used in clinical settings. 55 Practitioners, especially in developing countries, face many challenges in dealing with patients who experience DV, including the lack of clear practice guidelines. Healthcare providers may focus on providing psychosocial support, counseling, referral to appropriate agencies=professionals, and medical services to women in abusive relationships. When cases of abuse are detected, practitioners ought to protect patients first by inquiring about their safety and referring them to appropriate services. 56 
